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This visit was for a re-certification survey.
Facility Number: 003796

Survey Date: 10-05/08-2015

QA: JL 10/28/15
Q 245 | 416.51(b)(3) INFECTION CONTROL PROGRAM Q 245

The program is -

Responsible for providing a plan of action for
preventing, identifying, and managing infections
and communicable diseases and for immediately
implementing corrective and preventive measures
that result in improvement.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
infection control committee failed to provide
corrective action plans for surveillance,
implementing corrective and preventive
measures, and assuring resolution of identified
problems according to its Infection
Prevention/Control Plan in 2 instances.

Findings:

1. Review of policy 1.07B, titled Infection Control
Plan, revised/reapproved 7/22/14, indicated
results of infection control monitoring shall be
reported and reviewed by the Infection Control
Committee, Quality Assurance Committee, Board
of Managers, and professional staff on a quarterly
basis or more often as needed.
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2. Review of Quarterly Infection
Prevention/Control Meeting minutes for 9/29/14,
indicated employee P11 (Infection Control
Nurse/Staff Nurse), and employee P1 (Infection
Preventionist) are working on a 10 step for HH
(hand hygiene). Further review of the meeting
minutes indicated the facility will complete a
performance improvement study related to scope
reprocessing.

3. Review of Quarterly Infection
Prevention/Control Meeting minutes dated
10/30/14, 1/30/15, and 6/30/15, indicated there
was no documentation of any data collected or
actions taken regarding hand hygiene and scope
reprocessing.

4. Ininterview, on 10/6/15 at approximately 1515
hours, employee P1 confirmed there was no
documentation at the above-mentioned Infection
Prevention/Control meetings of 10/30/14, 1/30/15,
and 6/30/15, and no other documentation was
provided prior to exit.
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